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Methods:	Healthcare	 providers	were	 trained	 across	 24	 facilities	 in	 counselling	 and	


















In	 recent	 years,	 there	 has	 been	 increasing	 international	 recognition	
of	 the	 importance	 of	 offering	 effective	 contraceptive	 services	 to	
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problematic,	with	estimates	 that	around	 two-	thirds	of	women	have	
an	unmet	need	for	contraception	in	the	first	year	after	birth.3	The	fre-











Despite	 this	 increased	 focus	 on	 offering	 effective	methods	 to	
women	immediately	postpartum,	there	has	been	 little	correspond-
ing	 research	 into	 how	 best	 to	 counsel	 women	 to	 make	 choices.7 
Counselling	 factors	 such	 as	 timing	 and	 provider	 status	 have	 the	
potential	 to	 significantly	 impact	 on	 uptake	 of	 postpartum	 contra-
ception8;	 however,	 there	 is	 a	 dearth	 of	 evidence	 exploring	 these	
associations.	We	were	 able	 to	 identify	 two	 studies	 that	 aimed	 to	
analyze	 the	 impact	of	timing	on	contraception	uptake.	One	study,	
based	 in	 the	USA,	 identified	 significantly	 increased	 rates	 of	 post-
partum	 use	 of	 a	 more	 effective	 method	 of	 contraception	 among	
patients	 counselled	 in	 both	 the	 prenatal	 and	 postpartum	 period	
as	opposed	to	one	time	period	only;	 the	authors	did	not	however	
comment	 on	 the	 comparative	 impact	 of	 prenatal	 versus	 postnatal	
counselling.9	Another	study,	based	in	Egypt,	identified	no	significant	





where	 obstetrics	 and	 family	 planning	 services	 have	 traditionally	
been	separate.6	As	part	of	their	study,	Mohamed	et	al.10	commented	













traceptive	 use,	 published	 in	 2018,11	 are	 outlined	 in	Table	1.	 IUDs	
relate	mainly	to	interval	IUDs	as	PPIUD	was	not	significantly	in	prac-
tice	 in	2015–2016	when	 the	 surveys	were	collated.	These	 	figures	
show	 that	 IUDs	 are	 not	 popular,	 particularly	 in	 India,	 Nepal,	 and	




2  | MATERIALS AND METHODS
The	present	study	forms	part	of	a	larger	multicountry	PPIUD	initia-
tive	by	the	International	Federation	of	Gynecology	and	Obstetrics	
(FIGO)	 (See	 de	Caestecker	 et	al.12	 in	 this	 Supplement).	 The	 study	






as	well	 as	 in	 the	 safety	 and	 effectiveness	 of	 PPIUD.	Medical	 and	
nursing	 staff	 in	 each	 facility	were	 then	 trained	 in	 counselling	 and	
insertion	of	PPIUD	via	 a	 “training-	the-	trainer”	model	using	 stand-
ardized	 lectures	 and	 practical	 sessions	 across	 the	 four	 countries.	
This	involved	training	a	pool	of	master	trainers	in	each	facility	that	
could	then	go	on	to	train	their	own	staff	on	a	regular	basis.	Emphasis	
during	 the	 training	was	placed	on	balanced	 counselling,	where	 all	
methods	available	in	the	country	should	be	outlined	and	explained	
to	 the	 woman.	 PPIUD	 should	 then	 be	 addressed	 separately	 as	 it	
was	a	new	method.	 In	Sri	Lanka	and	Tanzania,	all	counselling	was	
provided	by	 clinical	 staff	 (doctors,	 nurses,	 and	midwives)	working	








In	 those	 cases	where	 consent	was	 obtained,	 in-	country	 data	 col-
lection	officers	(DCOs)	conducted	the	interview	prior	to	discharge.	
All	 data	were	 collected	 by	 the	DCOs	 on	 tablets	 and	 stored	 using	
TABLE  1 Contraceptive	prevalence	and	unmet	need	for	family	
planning	in	India,	Nepal,	Sri	Lanka,	and	Tanzania.
India Nepal Sri Lanka Tanzania
Date	of	survey 2016 2016 2016 2015
Contraceptive	prevalence
Any	method,	% 53.5 52.6 61.7 38.4
Any	modern	method,	% 47.8 42.8 51.3 32.0
Intrauterine	device,	% 1.5 1.4 10.1 0.9
Unmet	need	for	family	planning
Total,	% 12.9 23.7 7.5 22.1
Spacing,	% 5.7 8.1 3.1 15.5
Limiting,	% 7.2 15.6 4.4 6.6
Source:	United	Nations.13
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CommCare	 software	 (Dimagi,	 Cambridge,	 MA,	 USA).	 Data	 were	
analyzed	from	the	24	facilities,	six	in	each	of	the	four	participating	
countries:	Nepal,	Sri	Lanka,	and	Tanzania	and	India.	The	timeframe	




















as	 only	 one	 country	 had	 responses	 to	 this	 question.	 Counselling	








version	 15.0	 software	 (StataCorp	 LLC,	 College	 Station	TX,	 USA)	 to	














may	have	 influenced	uptake	of	PPIUD.	 In	 India,	 older	women	were	
less	 likely	 to	 accept	 PPIUD	 (OR	 0.97),	 whereas	 in	 the	 other	 three	
countries	women	were	more	likely	to	accept	the	older	they	were.	This	
was	a	similar	situation	when	looking	at	parity—the	higher	the	parity,	
the	 less	 likely	 Indian	and	Sri	 Lankan	women	were	 to	accept	PPIUD	
(OR	0.91	and	0.94,	respectively);	whereas	in	Tanzania,	they	were	more	






provider	 and	 consent	 to	 PPIUD	varied	 from	 country	 to	 country.	 In	
India,	 women	 who	 had	 been	 counselled	 by	 counsellors	 were	 1.17	
TABLE  2 Key	data	on	facilities,	training,	and	counselling	as	part	of	the	PPIUD	initiative	in	India,	Nepal,	Sri	Lanka,	and	Tanzania.
India Nepal Sri Lanka Tanzania
Overall
Jan 2016 to  
Nov 2017
Sept 2016 to  
Nov 2017
Sept 2016 to  
Nov 2017
Sep 2016 to  
Nov 2017
Number	of	facilities 6 6 6 6 24
Total	number	trained	in	
counselling only
12 1178 1758 1347 4295
Total	number	trained	in	
counselling	and	insertion
914 246 134 888 2182
Deliveries 76 381 70 098 36 367 56 187 239 033
Median	age 25 24 28 26 25
Median	parity 1 1 2 2 2
No.	(%) No.	(%) No.	(%) No.	(%) No.	(%)
Interviewed 73 830 (97) 65 256 (93) 33 536 (92) 46 620 (83) 219 242 (92)
Counselled	on	family	planning 63 807 (86) 23 531 (36) 31 736 (95) 30 925 (66) 149 999 (68)
Counselled	on	PPIUD 63 782 (86) 20 679 (32) 18 100 (54) 19 575 (42) 122 136 (56)
Consented	to	PPIUD 21 934 (34) 2408 (10) 2043 (6) 3520 (11) 29 905 (20)
Abbreviation:	PPIUD,	postpartum	intrauterine	device.
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times	more	likely	to	say	yes	to	PPIUD,	whereas	in	Nepal	and	Tanzania	






ers	and	 it	 is	 interesting	to	elucidate	why	that	was	the	case.	Across	
the	 six	 facilities	 in	 India,	 86%	 of	women	were	 counselled	 and	 the	
proportion	of	women	consenting	to	PPIUD	was	the	highest	at	34%.	
In	2016,	 the	documented	background	 interval	 IUD	prevalence	was	
reported	as	1.5%	at	national	 level.11	Which	factors	may	have	influ-
enced	this	success?






been	providing	 small	 financial	 incentives	 for	 providers,	women,	 and	






Although	 this	 is	 not	 captured	 by	 the	 monitoring	 data,	 another	
factor	 that	may	 have	 contributed	 to	 the	 success	 of	 the	 initiative	 in	
India	is	that	counselling	occurred	a	number	of	times	throughout	preg-
nancy.	Due	to	the	structure	of	the	government	health	system,	women	
typically	 attend	 for	 their	minimum	of	 four	 prenatal	 appointments	 in	
the	same	facility.	With	counselling	set	up	in	these	facilities,	multiple	

















encouraged	 to	 come	 back	with	 their	 husbands	 and	 mother-	in-	laws	
at	 subsequent	appointments	so	 that	 they	could	also	hear	about	 the	
benefits	of	family	planning,	but	particularly	the	value	of	PPIUD	as	an	
effective	nonhormonal	long-	acting	reversible	contraceptive.
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discharge.	There	was	some	suggestion	that	 this	 is	a	popular	option	
for	 Sri	 Lankan	women,	with	 the	 prevalence	 of	 implants	 increasing	
















Tanzania’s	 profile	 is	 very	 different	 from	 that	 of	 Sri	 Lanka’s,	with	
contraceptive	prevalence	virtually	static	since	1991	at	38.4%	and	the	
highest	 unmet	 need	 for	 spacing	 at	 15.5%.11	Tanzania	 has	 the	 high-
est	 infant	 and	 under-	five	 mortality	 rates	 and	 a	 pronatalist	 culture,	
therefore	persuading	women	to	have	 fewer	children	can	be	difficult	
























regard	 to	 factors	 that	 influence	women	 to	 consent	 to	 provision	 of	
PPIUD.	These	appear	to	be	very	much	context	specific.	The	only	con-
sistent	factor	across	all	countries	that	resulted	in	a	greater	likelihood	
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